There are two major challenges to the delivery of public health services in Massachusetts: the fragmentation of services and the lack of adequate and appropriate training for the workforce. Public health services in Massachusetts have become highly fragmented due to the evolution of a privatized, competitive purchase-of-services (POS) system whereby a myriad of private, nonprofit, and completely independent organizations bid for contracts to deliver programs and services. As a result, there may be as many as a dozen different agencies in local cities and towns with responsibility for delivering different pieces of a comprehensive system of public health care, even for a single issue such as teen pregnancy. The spectrum of services, each part delivered by different agencies, needs to be vertically integrated into a seamless continuum of care such that no one "falls through the cracks" in getting referrals from one agency to the next to obtain needed services. Compounding this issue, because programs are tied to contracted funding cycles, programs come and go, creating frequent disruptions in services to local towns and neighborhoods. Moreover, because the health of people is holistic and many different manifestations of ill health may be traced back to a set of common underlying risk factors, programs also need to be horizontally integrated such that public health workers can deliver services to people in a comprehensive and cohesive manner. They need to combine and merge programs where it makes sense, for example, in targeting substance abuse, violence, and AIDS simultaneously, rather than categorically through separate, distinct, and disjointed programs. Second, with the growth of the POS system, many community-based nonprofit agencies have moved into the arena of delivering public health services, however far that might be from their original mission. As a result, the skills, training, and qualifications of the workforce now responsible for delivering public health services are extraordinarily diverse, with no common framework, assumptions, or principles to guide their work. To address these challenges and to reduce health disparities and extend the span of healthy life, the Holyoke Community Health Planning Commission (HCHPC) is a new model of academic-practice collaboration between the University of Massachusetts, Amherst, School of Public Health and Health Sciences, the Holyoke Board of Health, and Holyoke community members.
The HCHPC was established in 1997 as a collaborative project of the Holyoke Latino Community Coalition, the Holyoke Board of Health, and the School of Public Health and Health Sciences. The mission of the Holyoke Community Health Planning Commission (HCHPC) is "to improve the quality of life of Holyoke residents through involving community residents in making recommendations regarding health care policies, programming, and service delivery. The HCHPC supports activities aimed at promoting overall individual and community well-being and reducing health disparities." The Health Commission investigates health issues, makes policy and programmatic recommendations, and ensures their implementation by setting up targeted community task forces.
Holyoke is a town of 43,000 people located in semirural western Massachusetts, about 10 miles south of the University of Massachusetts, Amherst. In its inception, it was a planned city, with a bustling gridwork of canals to power the once-flourishing New England paper mills at the turn of the century. The mills are now closed, and like many small declining industrial towns across the Northeast, the city faces an uncertain future. Life is hard in Holyoke, although perhaps not as hard as in many large urban centers.
According to the US Census Bureau, 40% of the Holyoke population is now Latino, predominantly Puerto Rican. In 1990, the unemployment rate in Holyoke was 10.1%, compared to 6.9% for all of Massachusetts; the unemployment rate among Holyoke Latinos was 27.1%. The average per capita income in Massachusetts was $17,224, in Holyoke as a whole, $11,088, among Latinos in Holyoke, $4,131. The poverty rate in Massachusetts was 11.3%, in Holyoke as a whole, 25.7%, among Holyoke Latinos, 59.1%, and for Latino children (younger than 12), 71.4%. Among Latino female-headed households in Holyoke, the poverty rate was a stunning 93.1%.
Turning to health indicators, the overall age-adjusted mortality rate in Holyoke is 50% higher than the rest of the state (659.6/100,000 vs. 463.6); each year, about 300 people die here where, other things being equal, we would expect only 200 people to pass away. The top 10 leading causes of death in Holyoke appear in the same order as in the rest of Massachusetts and the nation-heart disease, cancer, strokes, etc.-but each is 50% higher (except for homicide, which is 400% higher). In 1994, Holyoke had the highest teen pregnancy rate in the Commonwealth, the second highest infant mortality rate, and the highest rate of women not receiving adequate prenatal care. The rate of teen births is four times higher here than the rest of the state. Holyoke has the highest rate of domestic violence and the second highest rate of child abuse in Massachusetts. AIDS rates in Holyoke are four times as high as state rates. Even though Latinos make up only 40% of the population, 75% of the AIDS cases here are among Latinos. The primary mode of transmission of AIDS in Holyoke is injection drug use, accounting for fully 63% of current cases (compared to 35% of cases statewide). The AIDS rate among Holyoke women is twice the state average. Residents here get admitted to drug treatment programs at about three times the state's rate.
The town of Holyoke thus embodies many of the complex challenges that public health must now address. There are glaring disparities in health, which cry out for relief. The problems are compounded, with drugs and AIDS and violence not falling into discrete categories but linked in individual lives. The problems are exacerbated by poverty, inequality, and racial animosities. The HCHPC aims to improve the quality of community life by engaging community residents as much as possible in thinking about, planning, and carrying out actions to redress these health inequities.
The HCHPC is a direct outgrowth of the W. K. Kellogg Foundation-funded Community-Based Public Health (CBPH) initiative. A CBPH grant forged a partnership among the School of Public Health and Health Sciences, the Holyoke Board of Health, and the Holyoke Latino Community Coalition in 1992. Based on an extensive participatory needs assessment process at that time-including focus groups with community residents, telephone interviews with key informants, a series of open community forums, and a review of health status indictors-we identified five priority health issues in Holyoke: (1) infant mortality, (2) teen pregnancy, (3) violence, and domestic violence in particular, (4) substance abuse, and (5) HIV/ AIDS. With the initial support of the Kellogg Founda-tion, and afterwards the Massachusetts Department of Public Health, the CBPH initiative started a new HIV/ AIDS prevention program, El Centro de Educacion, Prevencion y Accion (CEPA). CEPA uses a participatory community empowerment model based on the work of Paolo Freire. 1 Nine years later, CEPA has grown and continues its work today.
In 1996, in response to data showing that Holyoke had the highest infant mortality rate and the highest teen pregnancy rate in the state and that both had increased for the three previous years in a row, the mayor of Holyoke called an emergency summit meeting, and subsequently, convened an ad hoc Task Force to address these distressing health trends. With well over 60 participants composed of community residents and representatives from all of the major health and social service agencies in Holyoke as well as the university, the Task Force worked for six months and issued a report with 57 recommendations, including a recommendation to create the Health Commission to monitor and insure that its recommendations were implemented. With a backbone built on the prior collaboration of the Holyoke Latino Community Coalition, the Holyoke Board of Health, and the School of Public Health and Health Sciences, the newly formed HCHPC successfully sought funding from the federal Bureau of Maternal and Child Health to hire one fulltime coordinator.
The HCHPC brings together agency representatives and community residents in an effort to develop an integrated, seamless continuum of care in Holyoke. The HCHPC has done this by inviting an ethnically and professionally diverse membership to serve on the Commission. The 25-member, mayor-appointed Commission includes representatives from all local health and human service agencies, the local hospital, the community health center, the City Council, the School Committee and school administrators, and the police department as well as two public health faculty members, graduate student interns, the chair of the Holyoke Board of Health, the director of the Holyoke Health Department, and one full-time health department employee assigned to help staff the Commission. By design, representatives on the HCHPC are almost exclusively individuals who hold middle management positions in their respective organizations. We wanted people who have sufficient clout with upper level management to make changes in their respective organizations, but who remain in close contact with the clients served by their agency.
Since its inception in 1997, the Commission has overseen the implementation of the infant mortality and teen pregnancy recommendations, issued a re-port and recommendations on domestic violence, created a task force to oversee the implementation of the domestic violence recommendations, recruited and trained a cadre of resident community health workers, and most recently, completed a new report and recommendations on substance abuse. To cite but two measures of its success, the HCHPC acted as the major catalyst in helping member agencies successfully obtain more than $2.6 million in new grant programs, and as one striking result, infant mortality has plummeted from 11.3 deaths per 1,000 births in 1996, the highest in the state, to 5.4 deaths per 1,000 births last year, no longer among even the 20 highest city rates in Massachusetts.
The HCHPC is strongly committed to involving residents in its effort to improve health conditions. Language barriers, fear of authorities, difficulties navigating the complicated morass of bureaucratic procedures required to enroll in programs, perceived and real prejudice of service providers, and lack of knowledge of available services pose significant barriers to residents in accessing basic health care services. Using a participatory action research process based on maximizing community involvement via "learning circles," the Commission works with residents to: (1) make policy recommendations, (2) identify gaps in services, and (3) to implement innovative, consumer-led activities to improve the quality of public health services. Commission members meet with community residents for these discussions almost anywhere people come together: in waiting rooms at the health center, elder centers, religious classes, the Girl's Club, afterincarceration parole groups, parent-teacher groups, CEPA meetings, drop-in centers, the YMCA, afterschool groups, child care settings, and in word-ofmouth community forums. In the learning circles, we ask residents about their concerns and invite them to join task forces set up to address these issues. In talking with community members, we have been humbled by the daunting task before us and inspired by the hope that a renewed sense of community generates.
As another example of the Commission's work, we organized a neighborhood-based resident health promotion team, the self-named Holyoke Health Education Leadership Project (HELP), a.k.a. Lidères Comunitarios Promoviendo la Salud en Holyoke. HELP is composed of 8 to 12 community residents, primarily Latinos, from low-income housing projects in four selected neighborhoods. The group has been meeting regularly since December 1999 to discuss priority health issues in the community, receive training on various health issues, and provide input into the deliberations of the Health Commission. Over the last two years, the HELP team has conducted community health assessment surveys, done door-to-door outreach and referrals, led charlas (non-formal education "chat" groups), and organized various community health events. The group is currently involved in two projects, creating a photonovella and writing and producing a sociodrama to provide information about domestic violence and services available to community members. Because of their familiarity with community norms, practices, and leadership structure and their culturally competent communication skills, the HELP team promotes community confidence, trust, and acceptance of public health programs.
Another major challenge that the HCHPC seeks to address is the fragmentation of services. Before joining the HCHPC, most of the member organizations had not worked together (in large part because they must compete for contracts); many had never even heard of each other. The HCHPC has played a major role in fostering trust and cooperation among these different agencies in Holyoke. It functions to bridge communication breakdowns among service providers and to facilitate the development of an effective referral process. To this end, the HCHPC coordinated a series of community forums on substance abuse, inviting local service providers, city employees, and local residents to network and exchange information; these events attracted more than 180 participants, who have made new contacts and shared practical ideas about how to provide better services in the community. The Commission also brokered communication between a local shelter for abused women and the Holyoke Police Department. This HCHPC-sponsored dialogue created support for a new Domestic Violence Unit in the Holyoke Police Department and has increased cooperation between the police, the shelter, and other local services for abused women. In a similar vein, after an in-depth investigation of the issue of domestic violence, the HCHPC members revived the Holyoke Domestic Violence Task Force, which had been experiencing faltering membership support. The subsequent increase in activity helped make the Task Force known to the general community and, by all accounts, saved it from becoming defunct.
Commission members have described new skills and attitudes that they have acquired through their work on the HCHPC. One HCHPC member noted that, after she had facilitated a domestic violence discussion group, she went back to her agency with a greater sense of self-confidence and new facilitation skills that she had learned. She used these new abilities to conduct focus groups with her agency's clients and reported her findings to her supervisor. As a result, the agency relocated its headquarters to a more accessible part of town, installed facilities to make services available to handicapped clients, and rewrote protocols for educational services to make them interactive exchanges, rather than unidirectional lectures.
Another function of the HCHPC is to act as an advocate for public health. Members have worked to identify critical issues in the community around the five targeted health indicators, to make the community and local government officials aware of these problems, and to keep these issues in the public eye. During its first two years, the Commission decided to tackle one indicator at a time. It collected information about each issue through community discussion groups, personal observation, and analyses of available health statistics and issued reports detailing specific recommendations about what needs to be done to improve the health of residents. In the next stage of its work, the Commission plans to make comprehensive recommendations cutting across these issues, putting forward an integrated health promotion plan for the city. Although the Commission is committed to maximizing community participation, we are now in the process of reexamining this part of our work too, as the learning circles, community forums, and various task forces have proven to be highly labor-intensive endeavors that have taxed the resources of the Commission to their limit.
For faculty at the School of Public Health and Health Sciences, work on the Holyoke Health Commission has been highly rewarding in terms of staying in close touch with the day-to-day reality of public health problems and programs and fulfilling a sense of civic duty and service to the Commonwealth, but it has, at times, proven difficult to justify in terms of the university's current reward system. While there is rarely a day when the lessons of the Commission are not brought into the classroom, there have not been many opportunities for publication due to several constraints. The Health Commission and the Holyoke Health Department have relatively low level needs for technical assistance-conducting focus groups, compiling and arraying existing health status indicator data, and the like-not cutting-edge research methodologies. (On the contrary, we have often had to bend over backwards to make reports more accessible to the lay public.) The Health Commission and the Health Department also have severely limited financial resources, which limits what we can do in terms of research, innovative programming, and program evaluation. Finally, while faculty often like to think of policy with a capital "P," policy development here more often proceeds on the level of small town politics where-on issues from smoking bans to needle exchange-personalities and personal histories carry more clout than research studies and faculty are still often perceived as meddling outsiders, even after working eight to nine years with many of these local government officials. In many respects, it is difficult for us to imagine sustaining this work without the support of a public land grant university and the protections of tenure.
In conclusion, the HCHPC seeks to improve the quality of community life by engaging residents in discussion and reflection on the conditions necessary for individual and community well-being in Holyoke. Through its efforts, the Commission has helped alleviate feelings of betrayal that many minority residents have felt towards the city's dominant power structure. The Commission provides a forum for meaningful dialogue in which poor people and people of color have come to feel safe, visible, and respected. It has also increased the community's confidence in the Mayor's Office and the Holyoke Board of Health, serving as a conduit between the residents and the city government. It has done this by pushing to transform the local health department to move beyond its traditional purview of inspecting restaurants, checking septic systems, and giving vaccinations to address contemporary threats to health such as teenage pregnancy, AIDS, substance abuse, infant mortality, and domestic violence. It has sought to reduce barriers to access and to overcome community disenfranchisement by promoting civic engagement, ownership, and hope for a better future. The goal of the Commission is the good life for community members, but it is a goal that we see being attained through action and practice that is itself ethical and political. The means of treating one another with mutual respect, reinforcing individual dignity and autonomy, and fostering a moral climate of justice and solidarity are the ends we seek to establish. As such, we believe that the HCHPC embodies best practices for the future of public health. 
